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 C 000 Initial Comments  C 000

This report is of a biennial construction survey 
done by Bob Getchell on July 17, 2015.

This facility was first licensed as a Hoime for the 
Aged serving 96 residents, 36 of which are in the 
Special Care Unit, on May 30, 2013.  Therefore 
the facility was surveyed for conformance with the 
2005 Rules for the Licensing of Adult Care 
Homes, and, the 2006 North Carolina State 
Building Code(s),  Section 409.1 Institutional 
Occupancy, Group I-2.

Deficiencies were noted which will require a new 
plan of correction.

 

 C 189 Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

 C 189

1.  Based on observation, building components 
were not maintained in a safe manner.

Findings include the following:
a)  C14 has storage within 18 inches of sprinkler 
heads,  (repaired on-site),
b)  Corridor Emergency light at D14 is not 
working.
c)  Cover removed on PTAC in B4
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 C 189Continued From page 1 C 189

2.  Based on observation, the building was not 
maintained in a safe manner by not maintaining 
the fire-resistance rating of building components.  
This would affect all residents by not containing 
smoke and fire in the room or smoke 
compartment of origin.

Findings include:  
a. The attic smoke barrier wall over room C17 
has an unprotected penetration by a HVAC 
control wire

b. The linen closet wall and ceiling has an 
unprotected penetration by HVAC control wire

c. The Electrical Closet at B4 has an unprotected 
conduit penetration in the wall

 C 199 Exhaust Ventilation

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(g)  The spaces listed in this Paragraph shall be 
provided with exhaust ventilation at the rate of 
two cubic feet per minute per square foot.  This 
requirement does not apply to facilities licensed 
before April 1, 1984, with natural ventilation in 
these specified spaces:
(1)  soiled linen storage;
(2)  soil utility room;
(3)  bathrooms and toilet rooms;
(4)  housekeeping closets; and
(5)  laundry area.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

 C 199
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 C 199Continued From page 2 C 199

This Rule  is not met as evidenced by:
1.  Based on observation, the mechanical 
ventilation in the kitchen was not maintained 
operable.

Findings include:
The exhaust fan in the kitchen mop room is not 
working.
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